suggested that it might be anomalous xanthoma. From that point of view sections were cut, but there was no trace of xanthoma histologically. Also, in his own case the eruption had begun similarly as pin-head sized lesions. Another similarity was that the bursae and synovial membranes were very much affected, more in his own case than in this. In his case there were huge bursEe round the elbows and wrists, and the whole of the upper part of front of the trunk and a good deal of the back of the trunk was covered by semi-translucent brownish lesions about the size of a large pea. He had labelled it as a sarcoid. It had differed from Dr. Bamber's in the histology. The condition had at first sight looked not unlike xanthoma; it was full of spongy cells, which did not stain with Sudan iii, surrounding masses of giant cells. There was little fibroblastic reaction.
He agreed that the histology in the present case appeared to be almost unique, but before coming to a conclusion it would be wise to examine one of the larger lesions.
Dr. BAMBER, in reply, said that the patient was reported to have had a negative tuberculin reaction on the second day. On the fifth day when he, Dr. Bamber, saw her, the reaction was positive. Some of the other cases might be delayed positives. This girl had been under treatment with intravenous injections of sodium morrhuate for three weeks, and there were now signs of improvement, especially on the forearms.
This is an unusually extensive case of white-spot disease in a woman aged 59. It has been present for seven years, and there have been no associated symptoms except slight irritation. The neck, chest, abdomen and thighs are thickly studded with smnall, white mother-of-pearl spots, while practically the whole of the rest of the skin is hyperpigmented.
Recently an irritating superficial scaly dermatitis appeared on the upper arms and chest, but this has responded quite well to simple local treatment.
The diagnosis of atrophic lichen planus is, I think, excluded by the absolute uniformity of the mother-of-pearl lesions, and by the complete absence of any lesions resembling lichen planus.
The PRESIDENT said he thought that this type of case ought to be put into a category of its own. There was a peculiar scaliness and follicular hyperkeratosis, which was sometimes seen affecting large areas of the body, and not always in the small spot-like form seen in the present case. The cases differed in that way from the simpler form of white-spot disease, H. M., aged 49, postman. The eruption began three and a half years ago from a bruise on the left shin caused by pressure from kneeling in his van. It formed a "blood-blister." The rash appeared first around the blister and spread up to the groins and in both legs: then all over his body.
Description of eruption.-The elementary lesion is a typical disc-like papule of erythema multiforme with a central dried serous crust, representing, no doubt, a dried vesicle. Tbese lesions tend to spread peripherally, producing circinate figures, many of which coalesce and form large composite patches. The extreme periphery of the circinate lesions is composed of an cedematous erythema characteristic of erythema multiforme; just behind this is a zone of dried crust corresponding to the central crust of the elementary lesion. The crusting may form large sheets, which eventually exfoliate, leaving pigmentation to mark the site of areas formerly affected. Some of the elementary erythema multiforme lesions are exceedingly minute-practically pin-point. Both legs are cedematous, particularly the left, which has been affected for a year: the cedema is apparently due to lymphangitis. Intradermal tests for Streptococcus hmmolyticus, Streptococcus viridans, staphylococcus and tuberculin, all negative.
I think the case corresponds to that shown by Dr. Knowsley Sibley at the last meeting.
Report on microscopical section.-The dermis: The vessels of the papille and subpapillary zone are dilated and there is active diapedesis of leucocytes, many of which can be seen traversing the epidermis, being eventually exfoliated in the serous crust.
The epidermis: In parts there is well-marked spongiosis, the Malpighian layer appearing cedematous and the prickle-cells being swollen, ill-defined, and poorly stained. The crust is seen to be composed of parakeratotic horny cells, dried serum, and included clumps of leucocytes. At one point in the section can be seen an actual blister, containing red bloodcorpuscles and lying between the epidermis and an overlying crust.
Post-Traumatic Alopecia Areata.-H. W. BARBER, M.B.
Mrs. M. C., aged 46. History.-On November 26, 1931, she was knocked down by a tradesman's car in the street. As a result, the scalp was cut deeply from the forehead at a point about one inch from the margin of the hair backwards over the right frontal region for a distance of about four inches. The accident caused considerable shock. The scalp-wound was stitched, and healed well. On about the eighth day after the injury the hair hegan to fall out over the right frontal and temporal regions. For a while there was severe pain over this region with hyperesthesia to touch.
When seen by me, January 4, 1932, there was a scar, corresponding to the scalpwound, with loss of hair over the right frontal and temporal regions extending almost to the mnidline and backwards to a point one inch behind the right pinna. Two small fresh areas of alopecia had recently appeared near the midline. A large part of the affected area was completely bald. Numerous typical exclamation-mark hairs were present, and under the microscope showed the characteristic atrophy and depigmentation of the proximal portions, with " clubbing " and hyperpigmentation of the distal ends. Some new downy bair was beginning to appear in places. This is clearly a genuine case of post-traumatic alopecia areata. L6vv-Franckel and Juster in a recent article (Annales de Derm. et de Syph., viie, Serie II, No. 10, 1931 , 1074 have given an interesting review of cases of alopecia from trauma and from shock. The cases may briefly be classified as follows :--(1) Traumatic alopecia areata.-In these cases, according to Montier and Legrain (Annales de Derm. et de Syph., 1928, iv, 268) , the alopecia always follows injuries to the face or cranium, and the interval between the injury and the onset of the alopecia is not longer than two months. My case comes into this category. But according to Levy-Franckel and Juster, there is another group of traumatic cases in which the alopecia is consecutive to severe injuries to the limbs. In these the interval between the injury and the alopecia is a matter of years. In the majority of cases the injury to the limbs is very severe, with fractures and extensive involvement of the muscles, nerves and vessels, and leaves local symptoms of sympatheticnerve disturbance-hyperidrosis, glossy skin, causalgia--and sometimes of a general endocrine-sympathetic dysfunction. The alopecia in these cases is ascribed to an ascending neuritis of slow extension, which eventually reaches the sympathetic nervecentres in the cord that are in relationship with the capillary circulation in the scalp.
(2) Alopecia areata from shock.-In these cases the incubation period between the shock and the fall of hair is very shorttwo or three days. The loss of hair is, as a rule, rapid and extensive involving the scalp and other hairy parts-defluvium capillorum. There is a general disturbance of the endocrine-sympathetic system as in Graves' disease, and no doubt manv of these patients are of the hyperthyroidic type with a raised basal metabolism.
Levy-Franckel and Juster, in fact, recognize two groups of cases in alopecia areata:
